Atraumatic splenic rupture (ASR) in a patient undergoing peritoneal dialysis (PD) is uncommon, but can be life-threatening. According to recent systematic reviews, the major causes of ASR are 1) neoplastic (30.3%), 2) infectious (27.3%), 3) non-infectious inflammatory (20.0%), 4) iatrogenic (9.2%), 5) mechanical (6.8%), and 6) idiopathic (6.4%). It is diagnosed by imaging studies, most commonly ultrasonography and computed tomography (CT). Due to its rarity, the early diagnosis of ASR is difficult, and no standard treatment has been described. Here, we report a case of idiopathic ASR in a patient undergoing PD. The diagnosis was established by abdominal CT scan, and splenectomy was performed. Thus, hemoperitoneum in a PD patient should raise suspicion of ASR. Early diagnosis and appropriate treatment will lead to a better outcome. (Korean J Med 2019;94:526-529) 
INTRODUCTION
Hemoperitoneum is an infrequent but well-known complication of peritoneal dialysis (PD). It may be caused by trauma, catheter-related malfunction, rupture or perforation of intra-abdominal organs, blood coagulation disorders (e.g., thrombocytopenia), medication (e.g., anticoagulant therapy), malignancy, or actions of the peritoneal muscles [1, 2] . Among these various causes, splenic rupture, especially atraumatic splenic rupture (ASR), is a rare occurrence; however, it is associated with a high morbidity and mortality.
Here, we report a case of ASR in a patient undergoing peritoneal dialysis (PD) who did not have a history of recent trauma or other co-morbid conditions. (Fig. 2) scan showed an enlargement of the perisplenic hematoma and a high-density fluid collection, but there was no evidence of active bleeding. To rule out that the PD catheter was the irritant, we decided to temporarily change the patient's mode of renal replacement therapy to hemodialysis. Nonetheless, his anemia progressed, with repeated findings of blood-stained dialysate. Arteriography (Fig. 3 ) of the celiac tripod was performed but did not reveal the source of bleeding. However, the splenic artery was embolized preventively. The following day, open splenectomy was performed and the peritoneal catheter was removed. After surgery, the patient's vital signs and anemia stabilized. A third CT scan no longer showed abnormal fluid collection or hemorrhage. The histology of the spleen and splenic vessels was unremarkable ( Fig. 4 ).
DISCUSSION
None of the usual causes of ASR (Table 1) , which include infection, inflammation, neoplastic disorders, and medication his-tory [3, 4] , was identified in our patient. Instead, the cause was determined to be related to PD. Since 1986, nine cases of ASR in PD patents have been reported. Two were treated conservatively and the remainder by splenectomy. Although conservative therapy is an option for patients whose condition is hemodynamically stable [4] , total splenectomy is otherwise needed and also allows diagnosis of the underlying condition [5] . However, splenic artery embolization to preserve splenic volume and avoid splenectomy as well as its potential complications is also recommended [6, 7] .
Hemoperitoneum in PD patients is most commonly due to infection. Our patient had several previous episodes of hemoper-itoneum, mostly due to a misplaced catheter and peritonitis, neither of which had been adequately treated. The early diagnosis and treatment of ASR are important as it can be fatal. Abdominal ultrasonography or CT are the most reliable diagnostic methods.
On ultrasound, the signs of splenic rupture are enlargement, displacement, double contour, irregularity of the spleen, and intraperitoneal fluid [8] . The CT signs include intracapsular, perirenal, and intraperitoneal fluid [9, 10] .
In summary, although ASR is a very rare condition, it can be fatal. An early diagnosis is therefore essential. Clinicians should be aware of the potential development of ASR in their PD patients and educate them about its signs and symptoms, as an early intervention may be life-saving.
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